ﬂA‘iE O? CAiiFORN’A HFAL"H AND WELFARE AGENKY

DEPARTMENT OF SOCiAL JFRWCES
744 P Street, Sacramento, CA 25814

(016} 445-704¢6
August 10, 1982

ALL~COUNTY LETTER No. 82~79

TO: ALL COUNTY WELFARE DIRECTORS

SUBJECT: IN-HOME SUPPORTIVE SERVICES - STATE COMPENSATION INSURANCE FUND

REFERENCE: ALI~COUNTY INFORMATION NOTICE I-72-82

This letter supersedes All-County Letter No. 79-21. With the change in
insurance carriers from Argonaut to the State Compensation Insurance Fund
(8CIF), counties are now regponsible for insuring the completion of the
8CIF 67 IHSS form {copy attached) and forwaerding it to the appropriate
State Compengation Insurance Fund District Office. SCIF will process all
claims and determine claim benefits.

This letter also informs you of the State Compensation Insurance Fund®s
district office addresses and phone numbers and which office the counties
are assigned to work with. B3 list of the county assignments is attached.
The IHSS Systems Management Unit will be forwarding a supply of the new
5CIF forms to the contact person designated by your county.

If you have any guestions regarding the State Compensation Insurance Pund,
please contact your IHSS Systems Management Consultant at (916} 323-0270
or ATSS (8) 473-0Z70.

(Z/g’”

AMESZ B. GOMEZ
Deputy Direct
Administrati
cc: CWDA

Ettachments




State of'Caiifornia F’k ; compiete in triplicate. Retain one co&., OSHA Case or File No.

. our tiles and mail- the remaining two copies to
EMPLOYER'S REPGRT Y 1aing _
TAT TION- ND
OF OCCUPATIONAL ST O DIUSTING AGENCY oV
-y "
IURY OR ILLNESS
- —alifornia law requires an employer 10 repart within five days every indusirial injury or occupational disease which: (8} Results in lost ime beyond the day ol injury, or (b}
requires medical treatment other than lirst aid.
PLEASE NOTE: In addition, if death resuits or if theirjury or iHness: {a) Requires inpatient hospitatization of more than 24 hours for other than medical abservation. or
(b resuits in loss of any member of the body: or {c) produces any sericus degree of parmanent disiigurement, then the nearest district olfice of the Caiiforma Division of
Industriat Safety also must be nobilied immaediateiy by leigphone o telegraph. This notification is not required, however, it tha injury or death results from an acgiden! on
a public street or mghway.
1. Recipient's Name A. PLEASE DO NOT
e CONT@U Cotumm
M Case No.
P 2. Mailing Address (Please include city, zip} 2A. Phone Number
L .
fl 3. Location, if gifferant from mail address Employer No.
¥
E 4. Recipient of in Home Care . 5. State Unemploymeant insurance’ e Tv—
: Acct. Number industry
6. Name 7. Social Security Number
Sex
E 8. Home Address (number and street, city, zip} ‘ 8A. Phone Number
M i
P - s - — 3 - Age
L 9. Sex O Male . : - | 10. Ocoupation (Reguiar job title, no? specific 11. Date of Birth / /
a8 activity at time of injury)
{J Female : J : Month Day Year
; 12. Wages 12A.  is Employee paid on commission or piece, 128. Data of Hire iHSS/ / Occupation
work basis, or paid board of ipdging aliowance?
E § . por woek O ves 3 No ‘ Months Day  Year
13. Cther Employment? Name of Empioyer and Address: Hours Worked | S——
: - Waakly Wage
O ves O Ne ! . Hourly Wages $ )
4. Where did accident or exposurn ur? (address, city and county) .o 15, On Employer's premigses?
& 0O Yes 8 Ne County
What was Employee doing when injured? (Pleass he specitic. Identily tools, aquipment or material the empioyes was using). )
- ‘ Accident Type
| 7. How gid the accident or exposure occur? (Please describe fuifigihe evenis that reaulted in injury or occupationai disease. Telt what happened Agency
B and how if happsied. Piaase use separate sheet if necessary.}
J A5
* ]
g Agency Part
Y
] \ L Suppiemental
enc
R 18. Object or substance 1ha¥ directly injured Empioyeea {8.g., the machine ampioyee struck aga:nst or which struck him; the vapor or poison Agency
inhaled or swallowed; the chemical that irritated his skin: in cases of strains, the thing
| he was lifting, pulling, etc.) ] Na.tu___re of
L Hnjury
L
?fi 1% Mature of Injury or Hiness and Part of Body altacted Part of Body
20 Name ang Adgress of Physician 21. |l Hospitatized, Mawe and Address of Hospitat W
22. Date of Injury or {liness 23 Time of Day . 24. Was Emplovee unabile to work
/ Vd PR ¥ ) on any day after injury? O Yes. date iast worked T
Month Day Year - __pm 1 No ?:;::WQ
25 Has Emgloyee returned 0] Yes, date returned —mmm— 28, Do Employee die? 3 vea, date
1o work? ' !
SO
2 No i No insurance
27,18 THE EMPLOYEE A RELATIVE? L] ves 2 No If yes, relationship Carriers
28 Was Injury caused by anyone etse? L] Yes [ No  How?
Narme - Agdress Repart Lag
29 On reverse side list names and addresses 30 Date E!npioyer was notified of injury 3t. When witl injured
of witnesses, L
win Month Day Year ettt
scanon Code | Signature , Title Date Coded By
AgSross Phone No.
Bt

SCHE E7 1RSS NEW © 52 FILING OF THIS REPORT IS NOT AN ADMISSION GF LIABILITY



STATE COMPENSATION INSURANCE FUND OFFICES

County Location Codes and Assignments

San Francisco Stockton Culver City
?P.C. Box 807 P.0. Box &C00 P.0. Box 2518
San Francisco, CA 54101 Stockton, CA 95208 Culver City., CA 90203
(§15) 565-1327 (209) 951-8000 (213) 670-3623
01 Alameda 02 Alpine 13 Imperial
07 Contra Costa 03 Amador 18 1los Angeles
08 Del Norte Ok Butte %0 Orange
12 Humbolidt 05 Calaveras 2% Riverside
17 Lake 06 Colusa 35 San Bernardine
21 Marin 09 El Dorado 37 San Diego
2% Mendocino 10 Fresno 40 San Luis Obispo
27 Monterey 1l Glenn 42 Santa Barbara
28 Napa 14 Inyo 56 Ventura
25 Ban Benito 15 EKern
38  San Francisco 16 Kings
41 San Mateo 18 lassen
43 Santa Clara 20 Madera
Ll  Santa Cruz 22 Mariposa
49  Sonoma 24 Merced
25 Modoc
26 Mono
29 Nevada
3l Plager

%2 Plumas

34 Sacramento
39 San Joaquin
45  Shasta

46 Sierra

47  Siskiyou
48 Solano

50 8tanislaus
51  Sutter

52 Tehama

5% Trinity
54 Tulare

55 Tuolunne
57 Yolo

58 Yuba




